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* Individual responses to ARICEPT® may include improvement, stabilization, or decline. 


™ The most common adverse events in pivotal clinical trials with ARICEPT ® were nausea, 
diarrhea, insomnia, vomiting, muscle cramps, fatigue, and anorexia. Pivotal clinical trials of 
ARICEPT ® have shown no increase, relative to placebo, in the incidence of either 
peptic ulcer disease or gastrointestinal bleeding. Nevertheless, cholinesterase inhibitors 
may be expected to increase gastric acid secretion. Therefore, patients (especially those 
at increased risk for developing ulcers—eg, having a history of ulcer disease, receiving 
fo) arole laa almmarelarie-ge)er-lm-lalecialirlinlearine)m mela0-+) Me \glele] (ell ol-Maglelalivela-vema (okt) miels 
gastrointestinal bleeding. In pivotal clinical trials, syncopal episodes have been 
reported in association with ARICEPT ® (2% vs 1% for placebo). 
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Table 3. Adverse Events Reported in Controlled Clinical Trials in at Least 2% of Patients Receiving 


ARICEPT® (Donepezil Hydrochloride Tablets) 
ARICEPT® (donepezil HC!) and at a Higher Frequency than Placebo- treated Patients 
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Table 1. Most Frequent Adverse Events Leading to Withdrawal 
from Controlled Clinical Trials by Dose Group 
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Patients Randomized 
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Placebo 10 mg/day ARICEPT 


Most Frequent Adverse Clinical Events Seen in Association with the Use of ARICEPT® 
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Bedside test provides food for thought 


Is your patient able to eat? Performance testing reveals risk of malnutrition 


Fredrick T. Sherman, MD, MSc 





Dr. Sherman 

is Medical Director for 
Senior Services, Mount 
Sinai NYU Health, and 
clinical associate 
professor, The Brookdale 
Department of Geriatrics 
and Adult Development, 
Mount Sinai School of 
Medicine,New York. 


E-mail comments 
to Dr. Sherman at 
fsherman@advanstar.com 


www.geri.com 





ow many times have you come 
to the bedside and found your 
hospitalized older patient sitting 
or lying behind a cold, untouched 
food tray? Why is he or she not eat- 
ing? The differential diagnosis of this 
common scenario is broad: 

@ Is he cognitively impaired from a 
delirium or dementia? 

@ Is she sensory-deprived, having 
misplaced or lost her eyeglasses, hear- 
ing aid(s), or dentures? 

@ Is he diffusely weak from dehydra- 
tion or a metabolic/electrolyte disorder? 
@ Does she have upper extremity 

weakness or tremor or a swallowing 
dysfunction from an acute or chronic 
neuromuscular disorder such as a 
stroke or Parkinson’s disease? 

@ Is he depressed, is his taste im- 
paired from a medication side effect, 
or does he not like the hospital food ? 

@ Is nursing staff too busy to assist? 

Whatever its etiology, malnutrition 
has been called acute care’s skeleton in 
the closet. One-fifth of hospitalized 
older adults who lose any activities of 
daily living (ADLs) during their acute 
illness lose the ability to feed them- 
selves.' Older adults who cannot feed 
themselves are at high risk for protein- 
calorie malnutrition, prolonged hospi- 
talization, nursing home placement, 
and death. Because feeding is generally 
the last ADL lost in the cascade that 
leads to dependency, you usually can 
be sure that the older adult who can- 


not feed herself is also unable to bathe, 
dress, toilet, or transfer. 


The bedside assessment 

In your bedside assessment of cogni- 
tion, affect, and physical performance, 
you should determine whether the 
older patient can feed herself, swallow 
properly, and enjoy the taste of food. 
The untouched food tray or nutritional 
supplement may well be a tell-tale sign 
of risk for malnutrition, and it also 
offers you a useful assessment tool. 

If she is awake and alert, I observe 
my patient drink 1 oz of water from a 
cup. If she drinks it without interrup- 
tion or evidence of aspiration (eg, 
cough or hoarseness), I try a spoonful 
of applesauce or other pureed food.’ J 
watch her dip the spoon in the food, 
bring it to her mouth, and swallow. 
Observing her eat helps me assess her 
ability to recover from the acute illness 
that led to this hospitalization and the 
possible need for feeding assistance 
from other caregivers, including family 
members, during hospitalization and 
after discharge. 

I help with the feeding only if the 
patient shows signs of weakness, 
tremor, or the risk of spilling food and 
causing embarrassment. Aggressively 
assisting an older adult who can feed 
herself encourages learned helplessness 
and further dependency. “Use it, or lose 
it” applies to self-feeding as much as to 
other forms of physical activity. 
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Recommendations 

Once you are convinced that a patient 
can feed herself, encourage her to do 
so. Check her preferences for various 
flavors and textures of foods and 
nutritional supplements, and com- 
municate that information to who- 
ever is preparing her food. Meals 
should be eaten with as few distrac- 
tions as possible, and conversation 
while eating should be discouraged to 
prevent aspiration. Food should be 
supplied in easy-to-open containers. 

I refer patients who fail my bed- 
side feeding tests to the speech or 
swallowing therapist for further 
assessment, including videofluoro- 
scopic studies when indicated. If the 
patient will need ongoing assistance 
with feeding, I instruct the nurse to 
teach the family the proper tech- 
niques, including sitting posture, 
head position, size of spoon, speed of 
feeding, and swaliowing precautions. 

I never leave a patient’s hospital 
room without assessing his or her 
ability to eat, either by questioning 
or performance testing. As a com- 
passionate and caring physician, you 
owe this to your older patients. @ 


“\ wudnt Fenn 


1. Sager MA, Franke T, Inouye SK, et al. 
Functional outcomes of acute medical 
illness and hospitalization in older 
persons. Arch intern Med 1996; 
156:645-52. 

2. Teramoto S, Fukuchi Y. Detection of 
aspiration and swallowing disorder in 
older stroke patients: Simple 
swallowing provocation test versus 
water swallowing test. Arch Phys Med 
Rehabil 2000; 81(11):1517-9. 
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Geriatrics 

7500 Old Oak Blvd. 
Cleveland, OH 44130 
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New in Geriatrics for 2002 


New series editor 


Geriatrics is pleased to welcome geriatric psychia- 
trist Gene D. Cohen, MD, PhD, as series editor of 
“The Psychiatric Consultant.” Dr. Cohen is direc- 
tor of the Center on Aging, Health, & Humanities 
at George Washington University, Washington, 
DC, where he is professor of health care sciences 
and professor of psychiatry and behavioral sci- 
ences (page 47). 


New CME topic 


“The Brain,” a series of CME articles on neuro- 
logic and psychiatric diseases of aging, begins in 
this issue with a discussion by Jesse Weinberger, 
MD, of stroke and transient ischemic attack 
(page 38). Dr. Weinberger, professor of neurol- 
ogy, and Deborah B. Marin, MD, professor of 
psychiatry, Mount Sinai School of Medicine, 
New York, are this year’s CME series editors. 


—— wo = 


Dr. Weinberger 


Always on call 


Any time, day or night, Geriatrics’ enhanced web site offers informa- 
tion for the busy 
practicing physi- 
cian. Visit 
www.geri.com to 
search by subject or 
author for current 
and past articles, 
download full-text 
articles as PDF files, 
and catch up on 
CME materials 
stored in the 
archives. 


New readers 


With this issue, some readers are receiving Geriatrics for the first time. 
We now reach the more than 7,000 internal medicine and family prac- 
tice physicians and geriatric psychiatrists who have earned the Certifi- 
cate of Added Qualifications in Geriatrics from the American Board of 
Medical Specialties. We welcome these thought-leaders in geriatric 
medicine, including clinicians, educators, and researchers. 
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The most common treatment-emergent adverse events associated with ZYPREXA in schizophrenia trials were 
somnolence, dizziness, weight gain, personality disorder (COSTART term for nonaggressive objectionable behavior), 
constipation, akathisia, and postural hypotension. A small number of patients experienced asymptomatic elevations 
of Hepatic transaminase; none of these patients developed jaundice or drug-induced hepatitis. As with all antipsychotic 
medications, prescribing should be consistent with the need to minimize the risk of tardive dyskinesia, seizures, and 
orthostatic hypotension. 





In a clinical study involving nursing home patients having various psychiatric symptoms in association with Alzheimer’s 
disease, somnolence, abnormal gait, fever, dehydration, and back pain were observed more often with ZYPREXA than 
with placebo. As with other CNS-active drugs, ZYPREXA should be used with caution in elderly patients with dementia. 
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Infectious disease 


How to prevent and control nursing home outbreaks 
Irving H. Gomolin, MD Rakesh K. Kathpalia, MD 


Influenza is an important cause of acute respiratory illness among older adults, 
particularly within the nursing home. These authors describe the clinical features of 
influenza and its atypical presentations in older patients, the use of rapid diagnostic 
techniques, the utility of late-season vaccinations, and a treatment and prophylaxis 
strategy to control suspected influenza outbreaks in the nursing home. 


Series introduction 


Brain function in aging: Solutions for significant 
challenges 
Jesse Weinberger, MD Deborah B. Marin, MD 
Neurologic and psychiatric disorders contribute to mental and physical decline in 
older patients and pose a clinical challenge for physicians. In this issue, a new CME 
series called “The Brain” begins with a 
Hic discussion of prevention and management 
of stroke and TIA (see below). Series editors 
é are Jesse Weinberger, MD, professor, 
Geriatrics department of neurology, and Deborah B. 
Marin, MD, professor and vice chair, 
. department of psychiatry at Mount Sinai 
The stetiel School of Medicine, New York, the ACCME- 


accredited sponsor of this CME activity. 


The Brain 


Prevention and management of cerebrovascular events 
in primary care 
Jesse Weinberger, MD 


Stroke is the third-leading cause of death in the United States and the leading cause 
of neurologic disability. Persons with a history of transient ischemic attacks (TIAs) 
are at increased risk for stroke. In this CME article, Dr. Weinberger describes the 
primary care physician's key role in stroke prevention, which begins with helping 
older patients modify controllable risk factors such as hypertension, diabetes, and 
hyperlipidemia. He also details effective pharmacologic and surgical approaches 
for reducing the risk of stroke and managing emergent cerebrovascular events. 
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EXELON...The first choice 
that stays the course 


m Proven efficacy in global functioning, based on 
evaluation of 3 key domains of Alzneimer’s disease...” 
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- Simple 1-step dosing to therapeutic dosage range 
- Clear dose response that can maximize efficacy 
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of adverse events, especially during dose titration 





m Established safety profile 
- Minimal metabolism by the CYP450 isoenzyme system 
- No clinically significant drug interactions in clinical trials 


- No dosage adjustment needed for patients with 
renal or hepatic impairment 
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47% of patients experienced nausea and 31% of patients experienced vomiting. Weight loss 
associated with EXELON occurred more commonly among women receiving high doses in 
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News Pulse 


Monitoring research and trends in clinical care 


New guidelines 
emphasize 
prevention of heart 
failure progression 


Source: Journal of the American College of 
Cardiology, December and Circulation, December 
11, 2001 


A classification system that focuses on 
the evolution and progression of 
heart failure has been developed by 
the American College of Cardiology 
(ACC) and the American Heart Asso- 
ciation (AHA) to complement the 
New York Heart Association (NYHA) 
functional class system. The heart 
failure classification system is part of 
new ACC/AHA Guidelines for the 
Evaluation and Management of 
Chronic Heart Failure in the Adult. 

The purpose of the new guidelines, 
and specifically the classification sys- 
tem, is to emphasize the importance 
of preventing heart failure in high- 
risk patients before they develop 
symptoms, said guideline committee 
chair Sharon A. Hunt, MD. 

The classification system is divid- 
ed into four stages of heart failure: 

@ Stage A: Patients at high risk for 
developing heart failure but are 
asymptomatic and do not have 
structural heart damage 

@ Stage B: Patients who are asymp- 
tomatic but have heart damage 

@ Stage C: Patients who have past 
or current symptoms of heart failure 
and have heart damage 

®@ Stage D: Patients with end-stage 
disease. 

Unlike NYHA functional class 
stages, which can change depending 
on whether or not a patient’s function 
improves with treatment, the stages 
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Clinicians’ Corner 


Population of Americans age 100 and older by state 
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The population of Americans age 100+ totaled 50,454 last year, according to a 
2000 census report. They comprise <1% of the total 281.4 million U.S. population. 


Source: U.S. Census Bureau, Census 2000 summary file 1; http://www.census.gov. 


of the heart failure classification sys- 
tem progress, Dr. Hunt told Geri- 
atrics. For example, once patients 
progress from stage B to C, they are 
classified under stage C even if treat- 
ment alleviates their symptoms. 

“The reason for this [method of 
classifying patients] is that there are 
different forms of therapy that are 
appropriate at the different stages,” 
said Dr. Hunt, professor of cardiovas- 
cular medicine, Stanford University. 

® For stage-A patients, therapy 
includes treatment for hypertension 
and lipid disorders, smoking cessa- 
tion, regular exercise, therapy for 
alcohol abuse and illicit drug use, 
and treatment with angiotensin-con- 
verting enzyme (ACE) inhibitors if 
appropriate. 

@ For stage-B patients, therapy 


includes all methods recommended 
for stage A as well as treatment with 
beta blockers if appropriate. 

®@ For stage-C patients, therapy 
includes all of the methods recom- 
mended for stage A as well as routine 
use of diuretics, ACE inhibitors, beta 
blockers, or digitalis plus dietary salt 
restrictions. 

® For stage-D patients, therapy 
includes all of the methods for stages 
A, B, and C, as well as mechanical 
assist devices, heart transplantation, 
continuous IV inotropic infusions 
for palliation, and hospice care. 

“The message behind the staging 
system is to make physicians aware 
of the preventable nature of heart 
failure and the need to employ 
appropriate therapies early,” Dr. 
Hunt said. 
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Continue colonoscopy 
screening in stable 
patients, regardless of age 


Source: American College of Gastroenterology 
66th Annual Scientific Meeting, Las Vegas, 
October 19-24, 2001 

In deciding when to stop using 
colonoscopy to screen older patients 
for colorectal cancer, physicians 
should focus on the patient’s medical 
status, not age, according to 
researchers from the Cleveland Clin- 
ic Foundation. 

“There are many national guide- 
lines that recommend colon cancer 
screening with colonoscopy. All of 
them give an age at which doctors 
should begin screening, but none say 
when to stop,” said study co-author 
Carol Burke, MD. “|We found] there 
isn’t an age at which the risk of neo- 
plasia drops significantly so that we 
would stop screening,” she told Geri- 
atrics. 

Dr. Burke and colleague Tyler 
Stevens collected data from records of 
all colonoscopies performed at the 
Cleveland Clinic Foundation between 
1997 and 2000. They selected colono- 
scopies performed for colorectal can- 
cer screening in asymptomatic 
patients or in symptomatic patients 
with abdominal pain or a change in 
bowel habits. Because current recom- 
mendations are based on patients’ 
risk of developing colonic neoplasias, 
the researchers analyzed the effect of 
age and gender on the prevalence of 
neoplasia, including 23 adenomatous 
polyps, or advanced polyps—defined 
as tubulovillous, villous, with severe 
dysplasia, or size >] cm. 

Researchers included 981 
colonoscopy patients in their analysis: 

@ 359 age 50 to 60 

@ 271 age 61 to 70 

@ 298 age 71 to 80 

@ 53 age 81 to 100. 

Of the examinations, 52% were 
performed for screening and 48% 
for symptoms. Prevalence of all neo- 
plasias was: 
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FDA Approval 


News Pulse 


Rheumatoid arthritis—The interleukin-1 receptor antagonist anakinra (Kineret) 
was approved for the reduction of signs and symptoms of moderate to 
severe rheumatoid arthritis (RA) in adult patients who have failed one or 
more disease-modifying antirheumatic drugs (DMARDs). It can be used alone 
or in combination with DMARDs other than tumor necrosis factor (TNF) block- 
ing agents. The efficacy of anakinra was evaluated in three randomized, dou- 
ble-blind, placebo-controiled trials that included 1,392 patients age 18 and 
older. In two studies, patients were on a stable dose of methotrexate and in 
addition received anakinra or placebo; in the third study, patients received 
anakinra or placebo alone. In all three studies, the improvement in signs and 
symptoms of RA was greater among patients taking anakinra than those tak- 
ing placebo. Recommended dose is 100 mg/d administered by SC injection. 
The most serious adverse reactions included serious infections such as cel- 
lulitis, pneumonia, and bone and joint infections; and neutropenia, particular- 
ly when used in combination with TNF-blocking agents. 


@ 17% in the 50 to 60 age group 

@ 25% in the 61 to 70 group 

@ 20% in the 71 to 80 group 

@ 15% in the 81 to 100 group. 

Prevalence of advanced polyps 
was 3, 2,5, and 7.5% in the four 
respective groups. Prevalence of 23 
adenomatous polyps was 3, 1.5, 3.5, 
and 4.7% in the four respective 
groups. Colorectal cancer was detect- 
ed in four subjects: one in the 50 to 
60 age group, one in the 71 to 80 age 
group, and two in the 81 to 100 age 
group. The latter three were sympto- 
matic. 

Researchers found a marginal 
association between age and preva- 
lence of neoplasia (p=0.053) that 
was most significant for the two 
younger age groups (p=0.010). 
Increasing age was associated with 
p=0.016) but not 
with 23 polyps (p=0.53)or with 


colorectal cancer 


advanced polyps (p=0.51). 

The prevalence of neoplasia 
peaked in the seventh decade and 
declined thereafter, although not sig- 
nificantly. An age-related increase in 
colorectal cancer was seen after the 
seventh decade, and all cancers in 
those age >60 were symptomatic. 

For those who were asymptomatic 
at screening, incidence of neoplasia 
was 25%, incidence of advanced 
polyps was 6%, incidence of 23 ade- 
nomatous polyps was 11% and inci- 
dence of invasive cancers was 0.5%. 





“No matter what the indication for 
the exam, there is no difference in the 
nercentage of patients who will have 
neoplasia,” said Dr. Burke, director, 
Center for Colon Cancer and Polyps, 
department of gastroenterology, 
Cleveland Clinic Foundation. “Don't 
let an elderly person who's due for an 
exam not get it because he is not hav- 
ing symptoms,” she said. 

The decision to discontinue 
screening should be based on the 
health status of the patient, includ- 
ing whether or not he or she is too 
frail to undergo preparation for the 
exam, withstand a complication 
from colonoscopy, or survive surgery 
if cancer is detected, Dr. Burke said. 


Risk of death is increased 
for older patients who 
sradually lose weight 


Source: Journal of the American Geriatrics 


Society, October 2001 


Even a gradual decline in weight can 
increase older patients’ risk of death, 
according to an analysis of data from 
the Cardiovascular Health Study 
(CHS). Weight loss of 5% over a 3- 
year period is associated with factors 
that reflect poor health, researchers 
said. 

Physicians have been trained to 
identify patients who exhibit signifi- 
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News Pulse 


cant weight loss and evaluate them 
for intestinal disorders, cancer, or 
other health problems, said principle 
investigator Anne B. Newman, MD. 
“What made this study different is 
we looked at a fairly small decline in 
weight that physicians probably 
wouldn't notice unless they were 
specifically looking for it,” she said. 

In addition to evaluating whether 
changes in weight of at least 5% pre- 
dicted mortality, researchers sought 
to identify health and behavioral fac- 
tors that were associated with weight 
change. They included 4,255 partici- 
pants age 65 and older who had 
weight measurements taken during 
the first and third annual examina- 
tions of the CHS. They excluded 
subjects who were living in an insti- 
tution, were wheelchair-bound at 
home, or were receiving treatment 
for cancer. Weight change was 
defined as: 

@ stable if 3-year weight was with- 
in +5% of baseline weight 

@ loss if weight decreased 25% 
from baseline and 

@ gain if weight increased >5% 
from baseline. 

Dieting behavior, health status, 
and physical and cognitive function 
were assessed. Body mass index, 
body mass distribution, physical 
activity, smoking status, and alcohol 
use also were determined. 

Researchers found that subjects 
who lost at least 5% of weight were 
at increased risk of death, regardless 
of baseline weight and whether or 
not they were dieting. Those who 
lost weight were more than twice as 
likely to die before the end of follow- 
up than those whose weight 
remained stable. 

Unlike the approach to patients 
who lose large amounts of weight 
and require a thorough work-up to 
rule out serious illness, the approach 
to those who gradually lose weight 
should focus on risk factors such as 
poor appetite, difficulty obtaining 
food, oral health problems, and con- 
stipation, said Dr. Newman, associ- 
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ate professor of medicine and epi- 
demiology, University of Pittsburgh 
School of Medicine. Baseline and 
interim risk factors associated with 
weight loss included older age, black 
race, high baseline weight, low waist 
circumference, smoking, history of 
stroke, taking multiple medications, 
hospitalization during the study 
period, death of a spouse during the 
study period, high disability in activ- 
ities of daily living, slow gait speed, 
and low grip strength. 

“T think many doctors are only 
addressing big weight losses,” Dr. 
Newman said. “What we hope this 
research points to is the need to pay 
attention to gradual weight loss and 
all of the factors that can contribute 
to it in older people.” 


SSRis may cause Gl bleeding 
in certain patients 


Source: British Medical Journal, 
2001 


September 22 


Selective serotonin reuptake 
inhibitor (SSRI) antidepressants may 
increase risk of GI bleeding for two 
specific groups of patients, according 
to researchers from Canada. 

“For patients with previous GI 
bleeding and for those age 80 and 
older, upper GI bleeding is another 
factor physicians can consider when 
weighing the pros and cons of the 
classes of antidepressants,” said study 
co-author Carl van Walraven, MD. 

Although previous studies have 
indicated an association between 
bleeding events and SSRIs, they have 
not specifically classified the antide- 
pressants by the extent to which they 
inhibit serotonin reuptake and how 
this inhibition is associated with Gl 
bleeding. To determine the associa- 
tion between GI bleeding and inhibi- 
tion of serotonin reuptake by antide- 
pressants, researchers analyzed data 
from a medical database for 317, 824 
Ontario residents (age 65 and older) 
for a 6-year period. Patients were 
receiving antidepressant therapy and 


were followed until they stopped 
taking the drug, were hospitalized 
with upper GI bleeding, died, or the 
study ended. 

Antidepressants were grouped into 
low, intermediate, or high categories, 
based on how much the drug inhibits 
serotonin reuptake. The “high” cate- 
gory consisted of three SSRIs and one 
tricyclic antidepressant. The “inter- 
mediate” category consisted of one 
SSRI, two tricyclics, and one other 
antidepressant. The “low” category 
consisted of six tricyclics, one tetra- 
cyclic antidepressant, and three other 
antidepressants. During 132,812 per- 
son-years of follow-up, there were 
974 admissions to the hospital for 
upper GI bleeding. 

Inhibition of serotonin reuptake 
slightly increased the risk of upper GI 
bleeding, with a risk of 6.6 GI bleeds 
per 1,000 person-years for antide- 
pressants in the low inhibition cate- 
gory and a risk of 7.9 bleeds per 1,000 
person-years in the high category. 

After controlling for age, the risk 
of upper GI bleeding increased by 
10.7% for each higher inhibition 
group. For octogenarians, risk of 
bleeding increased from 10.6 per 
1,000 person-years in the low inhibi- 
tion group to 14.7 per 1,000 person- 
years in the high group. 

After controlling for previous 
upper GI bleeding, the risk of bleed- 
ing increased by 9.8% for each high- 
er inhibition group. For patients 
with a history of previous GI bleed- 
ing, risk increased from 28.6 per 
1,000 person-years in the low inhibi- 
tion group to 40.3 per 1,000 person- 
years in the high group. 

Although increased GI bleeding is 
clinically important and should be 
considered for patients in these two 
risk groups, it is an uncommon side 
effect and should be examined along 
with other information, said Dr. van 
Walraven, assistant professor of medi- 
cine, department of medicine, Uni- 
versity of Ottawa, and scientist, 
Ottawa Health Research Institute, 
Ottawa Hospital. @ 
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In patients with schizophrenia... 


SEROQUEL is the only first-line 
treatment with an EPS* profile 
no different from placebo 

across the entire dosing range' 


Patients treated with 
SEROQUEL have a minimal 
need for concomitant 

anticholinergic medication’ 


SEROQUEL is proven 
to reduce both positive 
‘ and negative symptoms'* 


The most common adverse events associated with 
the use of SEROQUEL are dizziness (10%), postural 
hypotension (7%), dry mouth (7%), and dyspepsia (6%). 
The majority of adverse events are mild or moderate.’ 


Consideration should be given to a lower starting dose, a slower rate 
of dose titration, careful monitoring during the initial dosing period, and a 
lower target dose in the elderly and patients with hepatic impairment.’ 


As with all antipsychotic medications, prescribing should be consistent with the 
need to minimize the risk of tardive dyskinesia, seizures, and orthostatic hypotension? 


“Extrapyramidal symptoms 


References: 1. Arvanitis LA, Miller BG, and the Seroquel Trial 13 Study 
Multiple fixed doses of “Seroquel” (quetiapine) in patients with acute e 


of schizophrenia: a comparison with haloperidol and placebo. Biol Psy 
1997;42:233-246. 2. SEROQUEL’ (quetiapine fumarate) Professional tior 
Brochure, AstraZeneca Pharmaceuticals LP, Wilmington, Delaware. 3 all JG 


Hirsch SR, Arvanitis LA, et al, and the Seroquel Study Group. Que ' ' 25 mg, 100 mg, 
Quetiapine fumarate soomg e300 tablet 
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placebo. Arch Gen Psychiatry. 1997:54:549-557 
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Please see Brief Summary of full Prescribing Information on following page. www.SEROQUEL.com 
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Flat, pearl-colored plaque 


Consider various carcinomas in a patient with a history of skin cancers 


Norman Levine, MD 


The erosion on the surface of this patient’s lesion 
and the absence of roughness or scale makes this 
diagnosis unlikely. 

Squamous cell carcinoma (SCC) is common in 
patients with previous skin cancers and may appear 
on the trunk as an eroded plaque. SCC lesions are 
usually indurated or otherwise substantive, how- 
ever, and often have surrounding erythema. 

Bowen's disease (carcinoma-in-situ) presents as a 
solitary, nonsubstantive reddish plaque that can be 
difficult to distinguish from the lesion seen here. 
Overlying scale and thinning of the epidermis are 
subtle clues that help make this diagnosis. Biopsy is 
often needed to confirm this skin condition. 

Superficial basal cell carcinoma is the correct diag- 
nosis. It occurs on the trunk and extremities and is 
a common form of basal cell carcinoma. It differs 


Figure. Solitary eroded plaque on the trunk. 


from nodular or sclerosing basal cell carcinomas of 
the head and neck because it does not deeply 
invade the skin, may erode but does not ulcerate, 
and never metastasizes. 
or several years, a 78-year-old man has had a The lesion resolved completely with destruction 
slowly enlarging, asymptomatic spot on his back. by electrodesiccation and curettage. 
He has a history of skin cancers and actinic ker- 
atoses on the face and hands. Diagnostic pearl 
On examination, you observe a solitary, 2 cm, Superficial basal cell carcinoma occurs as a slow- 
smooth, shiny, pearl-colored plaque with punctate growing nonsubstantive pearly papule on the 
erosions. The lesion is almost flat and is not sub- trunk. @ 
stantive. There is no surrounding inflammation 
(figure). 


Differential diagnosis 
Skin conditions to consider are those that cause 
superficial plaques on the trunk. 

Seborrheic keratosis may be solitary, is superficial, 
and may have a pearly color if it becomes inflamed. 


Dr. Levine is chief of dermatology, 
University of Arizona Health Sciences Center, Tucson. 
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Infectious disease 


How to prevent and control nursing home outbreaks 


Irving H. Gomolin, MD ¢ Rakesh K. Kathpalia, MD 


influenza is an important cause of acute respiratory illness among 
older adults in general and within the nursing home in particular. 
Epidemics typically are reported in the late fall and throughout the 
winter. In the nursing home, vaccination may not prevent clinical illness 
but can reduce the risk of pneumonia, hospitalization, and death. 
Atypical presentations, including delirium and nonspecific functional 
changes, are common in older patients. Rapid diagnosis is imperative, 
as early antiviral treatment and prophylaxis can control a nursing 


home outbreak. 


Gomolin IH, Kathpalia RK. Influenza: How to prevent and control nursing home outbreaks 


Geriatrics 2002; 57(Jan):28-34. 


nfluenza is an important cause of 

acute respiratory illness among 
older adults in general and within the 
nursing home in particular. Physicians 
managing an influenza outbreak in 
the nursing home face special clinical 
challenges: 

@ Although typically considered an 
acute self-limiting illness, influenza 
poses an increased risk of serious com- 
plications—including death—for the 
frail older patient with underlying 
chronic disease. 

®@ Crowding elevates the risk of in- 
fection in the nursing home, as does 
exposure from staff and visitors who 
live in the community. 

Sporadic influenza infection occurs 


Dr. Gomolin is medica! director, 
Gurwin Jewish Geriatric Center, Com- 
mack, NY, and clinical professor of 
medicine, State University of New 
York, Stony Brook. 


Dr. Kathpalia is attending geriatri- 
cian, Gurwin Jewish Geriatric Center, 
Commack, NY. 
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year round, but epidemics typically are 
reported in the late fall and through- 
out the winter. This article describes 
the clinical features of influenza and 
its atypical presentations in older pa- 
tients, the use of rapid diagnostic tech- 
niques, the utility of late-season vac- 
cinations, and a treatment and pro- 
phylaxis strategy to manage suspected 
influenza outbreaks in the nursing 
home. 


Influenza virus 

Three types of influenza virus—A, B, 
and C 
is uncommon, and type B illness is 
typically less severe than type A. In- 
fluenza A subtypes depend on the anti- 


are recognized. Type C disease 


genic properties of surface glycopro- 
teins contained in the lipid envelope 
of the virus. Influenza B viruses are not 
categorized into subtypes. 

Influenza viruses have a lipid enve- 
lope that contains immunogenic hem- 
agglutinin (H) and neuraminidase (N) 
glycoproteins. Hemagglutinin helps 
the virus bind to cell receptors, and 
neuraminidase degrades the receptors 


and facilitates release of virus into the 
cell. Major immunity against influenza 
is associated with development of anti- 
bodies against the H antigen. Anti- 
bodies against the N antigen decrease 
the release of virus and help limit the 
infection.’ 

The H and N antigens undergo pe- 
riodic variation, resulting in epidemics 
among populations that have little or 
no resistance to a changed virus. Anti- 
genic variation may be minor (anti- 
genic drift) or major (antigenic shift).'” 
The 2001-2002 trivalent vaccine virus 
strains are A/Moscow/10/99 (H3N2)- 
like, A/New Caledonia/20/99 (H1N1)- 
like, and B/Sichuan/379/99-like.* 


Clinical features 

In the community, epidemics tend to 
begin abruptly, reach a peak in 2 to 3 
weeks, and last about 5 to 10 weeks.* 
Diagnosis is suspected from clinical fea- 
tures and confirmed with laboratory 
testing. Transmission typically occurs 
after contact with the aerosolized res- 
piratory secretions of an acutely in- 
fected person. Viral shedding begins at 
the onset of symptoms and continues 
for 3 to 5 days. 

Presentation. Clinical presentation 
and severity of illness vary widely. In 
the classic presentation, onset is sud- 
den. Systemic symptoms such as fever, 
chills, myalgia, headache, and malaise 
predominate for the first 3 to 4 days. 
Rhinitis or pharyngitis may also occur. 
As systemic symptoms subside, respi- 
ratory symptoms such as sore throat, 








dry cough, rhinorrhea, and wheezing 
tend to become the major complaint 
and typically last for a few days, unless 
pneumonia supervenes.'” 

Atypical presentations are common 
in older patients. Especially in the 
nursing home, nonspecific symptoms 
such as fever with lethargy or delirium 
and changes in functional status are 
seen more often than the classic pre- 
sentation. Patients with dementia and/ 
or aphasias cannot report myalgia, sore 
throat, or malaise. 

Thus, the clinician must maintain a 
high index of suspicion and consider 
the diagnosis of influenza when clus- 
ters of residents develop fever, systemic 
signs, and respiratory complaints dur- 
ing the influenza season. A case of in- 
fluenza-like illness (ILI) is defined as 
the presence of respiratory symp- 
tom(s) and a fever of >100 °F.” 

Differential diagnosis. Other viral ill- 
nesses including respiratory syncytial 
virus, parainfluenza, and adenovirus 
can cause similar institutional out- 
breaks. Laboratory confirmation is 
therefore imperative in the nursing 
home because antiviral agents can ef- 
fectively treat influenza illness and sup- 
press an epidemic. When compared 
with viral cultures, reported sensitiv- 
ity and specificity of clinical defini- 
tions for ILI are 63 to 78% and 55 to 
71%, respectively, although these rates 
may vary depending on influenza and 
other viral activity in the community.*” 

Complications. Uncomplicated influ- 
enza generally resolves spontaneously 
within a week. In frail older patients, 
however, postinfluenza asthenia may 
persist for weeks.! Major complications 
are primary viral pneumonia, sec- 
ondary bacterial pneumonia (often with 
Streptococcus pneumoniae, Staphylococ- 
cus aureus, or Hemophilus influenzae), 
exacerbation of chronic lung and heart 
disease, and death. Cognitively-im- 
paired nursing home residents are at 
particular risk for dehydration due to 
increased insensible water loss due to 
fever and tachypnea, worsened by de- 
creased oral intake. They are also prone 
to skin breakdown due to immobility 
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Influenza virions, sectioned to show the capsid and RNA. This drawing depicts the 
entry of the virus into a cell (bottom), where the introduced RNA causes the cell’s golgi 
apparatus to produce new viral proteins. These proteins are transported to the cell 
surface and become part of the resynthesized viral capsid, filled with viral RNA (top). 


and to fecal impaction due to immo- 
bility and dehydration. 


Diagnosis 

Rapid diagnosis is imperative at the 
start of an outbreak in a nursing home 
(figure). An influenza A epidemic can 


Illustration for Geriatrics by David Baker 


be contained by initiating treatment 
and isolation of affected individuals 
within 24 to 48 hours and providing 
chemoprophylaxis to other residents. 
Little or no information is available on 
the use of antiviral therapy during in- 
fluenza B outbreaks in nursing homes.* 


continued 
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Figure Management of a suspected influenza outhreak in the nursing home 


>3 cases of influenza-like illness (ILI)* ; 
on one nursing unit within 24 to 48 hours § 
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* Influenza-like illness (ILI) is defined as respiratory symptoms and temperature > 


Source: Prepared for Geriatrics by Irving H. Gomolin, MD, and Rakesh K. Kathpalia, 
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Rapid assay. Assay kits are available 
for rapid testing of nasopharyngeal 
and/or throat swab specimens for the 
presence of A or B viruses. Positive re- 
sults depend on viral quantity, which 
is greatest at the onset of illness. 
Therefore, samples should be taken 
from clusters of recently ill residents 
to allow early intervention and to in- 
crease the likelihood of identifying an 
outbreak. An outbreak is defined as a 
cluster of three or more cases of ILI 
on a single nursing unit within 24 to 
48 hours.° 

Culture. Specimens obtained for rapid 
testing are also submitted for viral cul- 
ture to acquire definitive information 
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on the circulating viral strain and sub- 
type. Culture is helpful in assessing vac- 
cine efficacy for the current season and 
provides guidance for vaccine formu- 


lation for the next season. Prior to each 


influenza season, nursing home staff 


should purchase culture supplies and 
make arrangements to transport spec- 
imens and obtain laboratory testing, 
including prompt notification of rapid 
test results. 


Prevention 

Vaccination is the most effective method 
to reduce the risk of influenza. The Cen- 
ters for Disease Control and Prevention 
(CDC) recommends vaccination dur- 


Rapid test negative } 
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ing the 2001-2002 influenza season for 
high-risk persons, including: 

@ those age 65 and older 

® residents of nursing homes and 
other chronic-care facilities 

@ persons of any age with chronic 
disorders of the pulmonary and car- 
diovascular systems, including asthma 

@ persons who require regular fol- 
low-up or hospitalization for chronic 
metabolic disorders, including dia- 
betes, renal dysfunction, hemoglo- 
binopathies, or immunosuppression. 

Healthy persons age 50 to 64, nurs- 
ing home staff and others who come 
in contact with high-risk individuals, 
and persons who want to reduce their 
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risk of influenza should also be offered 
vaccinations for as long as influenza 
remains active and vaccine is available, 
according to the CDC. 

In the nursing home, vaccination 
may not prevent clinical illness, but it 
can reduce the risk of pneumonia, hos- 
pitalization, and death.'® Vaccine side 
effects include soreness at the injection 
site and (infrequently) low-grade fever 
for 24 to 48 hours. Vaccination of all 
nursing home employees may reduce 
the likelihood of introduction and 
transmission of influenza, as well as re- 
duce staff absenteeism due to illness."' 

Influenza activity generally begins 
after December and continues until 
March. Although optimal vaccination 
time is October through mid-Novem- 
ber, vaccine shortages delayed admin- 
istration in 2000 and 2001. Vaccine 
should be offered to all nonimmunized, 
community-living older adults and 
those newly admitted to nursing homes 
throughout the influenza season. Pro- 


phylactic antiviral therapy during the 
2 weeks required for the development 
of a protective response should be con- 
sidered for high-risk persons who re- 


ceive vaccination during an outbreak. 


Treatment and prophylaxis 
Treatment of influenza symptoms in- 
cludes antipyretics and analgesics, such 
as acetaminophen, 650 mg every 4 to 
6 hrs. Comorbid conditions in older 
patients and polypharmacy compli- 
cate treatment and may require ad- 
justment of therapy. 

For example, to avoid dehydration, 
consider withholding a patient’s di- 
uretic therapy until fluid intake im- 
proves and fever resolves. Similarly, 
drugs with sedative properties may 
need to be withheld for patients who 
are hypoalert and at risk for inadequate 
fluid intake. Antibiotics have no role 
unless bacterial infection supervenes. 

Antiviral agents. Antiviral agents are 
indicated for the treatment of acute ill- 
ness due to influenza and for prophy- 
laxis during institutional outbreaks. 
Antiviral treatment within 24 to 48 
hours of symptom onset can decrease 
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Table Antiviral treatment and prophylaxis of influenza in the 


nursing home patient* 


Virus 
Agent types 
Amantadine HCI A 
Symmetrel 
(capsules, syrup) 


Rimantadine HCI A 
Flumadine 
(tablets, syrup) 


Oseltamivir 
phosphate 

Tamiflu 

(capsules, powder 
for oral suspension) 


Zanamivir 
Relenza 
(5-mg blisters 
of powder 

for inhalation) 


Administration 
Treatment or prophylaxis based on 
serum creatinine: 


<1.0 mg/dL: 100 mg/d 

>1.0 to <2.0: 100 mg every other day 
>2.0: 100 mg twice per week 

On dialysis: 100 mg once per week 


Treatment or prophylaxis: 100 mg/d 
Consult drug package insert for dosage 


recommendations for administering 
to persons with severe hepatic 
dysfunction or creatinine clearance 
<10 mL/min 


Treatment: 75 mg bid 
Prophylaxis: 75 mg/d 
Reduction in dosage is recommended 


for persons with creatinine clearance 
<30 mL/min 


Treatment: 10 mg bid (not approved 


for prophylaxis) 


Administered via inhalation by using 


a plastic device included in the package 
with the medication; may be difficult 

for nursing home residents to 
administer 


* Administer antiviral agent as treatment for 5 days and as prophylaxis for at least 2 
weeks (longer if new cases continue to occur within the nursing home) 


Source: Prepared for Ge 
information contained in references 6 and 8 


the severity and duration of uncom- 
plicated acute illness. 

Four antiviral agents are available 
for treatment of the acute respiratory 
illness caused by influenza (table). 
Amantadine HC]! (Symmetrel) and ri- 
mantadine HC] (Flumadine) are active 
against influenza A, and the neur- 
aminidase inhibitors oseltamivir phos- 
phate (Tamiflu) and zanamivir (Re- 
lenza) are active against influenza A 
and B.'*"'* Zanamivir, which is deliv- 
ered by inhalation, may be difficult for 
nursing home residents to administer. 

Hospitalization. Indications for hospi- 
talization of a nursing home resident 
with influenza include complications 
such as primary viral pneumonia, sec- 


atrics by Irving H. Gomolin, MD, and Rakesh K. Kathpalia, MD, based on 


ondary bacterial pneumonia, exacer- 
bation of COPD, and refractory heart 
failure. Signs and symptoms such as se- 
vere tachypnea, hypoxemia, and hy- 
potension also may warrant hospital- 
ization. Each case is considered on an 
individual basis, depending on the pa- 
tient’s comorbid conditions. 

The threshold for hospitalization 
may vary among facilities, depending 
on staffing patterns and physician 
judgment. Hospitals to which patients 
are transferred must be informed that 
the diagnosis is influenza, so that ap- 
propriate infection control measures 
can be instituted. 

Prophylaxis. The antivirals amanta- 
dine, rimantadine, and oseltamivir are 
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indicated for prophylaxis of influenza. 


Most published reports on the use of 


antiviral agents for institutional pro- 
phylaxis are based on experience with 
amantadine and rimantadine for in- 
fluenza A.'* Antiviral prophylaxis is 
recommended for at least 2 weeks dur- 
ing a presumed outbreak. 

As soon as an institutional outbreak 
is identified, local and state infection 
control authorities should be consulted 
for guidance in the use of antiviral 
agents and other influenza control pro- 


cedures. These include restriction of 


movement of ill residents, restriction 
of staff movement between units, and 
vaccination of previously unvaccinated 
staff and residents. 


Conclusion 

Influenza is a serious acute illness for 
persons at risk for complications, es- 
pecially frail nursing home residents. 
An influenza outbreak should be sus- 
pected when a cluster of three or more 
residents in a single nursing unit de- 
velop influenza-like illness within 24 
to 48 hours. Nursing homes should 
arrange to have rapid laboratory test- 
ing available, particularly from De- 
cember through March. 

/accination is the mainstay of pre- 
vention, and antiviral agents are avail- 
able for treatment and prophylaxis. In- 
fluenza outbreaks are reportable to 
local and state health authorities, who 
can assist with appropriate manage- 
ment in the long-term care facility. @ 


Download’ is Hale in PDE format. 
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CTY The Brain 


Brain function in aging: Solutions for significant challenges 


ne of the greatest fears associated with aging is 

decline that undermines normal mental and 
physical function. Older persons intuitively under- 
stand that with this loss comes loss of independence 
and, sometimes, loss of the self. For adults who look 
forward to their “golden years,” this potential for men- 
tal and functional decline casts an unsettling shadow. 

Neurologic and psychiatric disorders play a significant 
role in contributing to this decline, and management of 
such decline can be a formidable task for primary care 
physicians. Indeed, brain disorders—dementia, Alz- 
heimer’s and Parkinson’s disease, stroke, depression, and 
delirium—are among the most challenging clinical con- 
ditions for physicians caring for older persons. 

The situation is made more challenging by the bur- 
geoning geriatric population. Since 1900, the percentage 

of Americans age 
65 and older has 
more than tripled 
(4.1% in 1900 to 
12.7% in 1999). In 
1999, persons aged 
65 and older num- 
bered 34.5 million. 
By 2030, there will 
be approximately 
70 million older 
persons. Moreover, 
the number of per- 
sons in the older 
age ranges is grow- 
ing significantly. 
For example, compared with 1900, in 1999 the 75 to 84 
group (12.1 million) was 16 times larger and the 85+ 
group (4.2 million) was 34 times larger. 

Fortunately, in addition to living longer, Americans 
are maintaining good physical health well into their 80s 
and beyond. But with longevity comes increased risk for 
potentially debilitating neurologic and psychiatric con- 
ditions. Such conditions may stem from vascular disease 
or involve degenerative disorders that affect brain tissue. 

In the 2002 CME series, Geriatrics turns its focus to 
the brain. The objective of this series is to familiarize 
physicians involved in geriatric primary care with the 
common neurologic and psychiatric disorders of 
aging. During the next 12 months, our CME con- 
tributing authors will address the diagnosis and man- 
agement of brain disorders that impair quality of life 
of the aged and challenge the skills of the primary care 
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physician. In addition to the conditions mentioned 
above, the series also will examine epilepsy, delirium 
and anxiety, tremor, neuropathic pain, sleep disorders, 
and substance abuse. Many of these conditions have a 
significant impact on geriatric quality of life: 

@ In the United States, stroke is the leading cause of 
disability and the third-leading cause of death among 
the aged. Vascular disease contributes to cognitive de- 
cline in older persons, even without overt signs of neu- 
rologic deficit. 

@ The cognitive decline associated with dementia 
and Alzheimer’s disease is an ever-growing threat to 
older persons, undermining independence, familial 
and social relationships, nutrition, activities of daily 
living, and overall well-being. 

@ Some older persons presume that loneliness, loss 
of identity, and dependence are inevitable. This out- 
look can be exacerbated by anxiety, depression, delir- 
ium, and substance abuse. 

@ Older persons are at high risk for movement dis- 
orders and physical disability associated with tremor 
and Parkinson’s disease, both of which can limit activi- 
ties of daily living and discourage social contact. 

®@ Sleep disorders, common among older persons, 
interfere with quality of life and cognitive function. 

@ Older patients are prone to neuropathic pain syn- 
dromes resulting primarily from physical traumas in- 
curred during the course of a long life span. 

Reading the series will help physicians develop a suf- 
ficient understanding of uncomplicated geriatric neu- 
rologic and psychiatric conditions—how to diagnose 
and treat them and how to recognize when referral to a 
specialist is indicated. With appropriate management 
of these conditions, the quality and length of life of 
your older patients can be improved and extended. © 
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Prevention and management of cerebrovascular 
events in primary care 


Jesse Weinberger, MD 


Stroke is a major cause of death and disability in the United States. 
Control of risk factors—particularly hypertension, diabetes, elevated 
serum lipids, and atrial fibrillation—can significantly reduce the 
incidence of stroke. Platelet antiaggregant therapy has a role in 
primary and secondary stroke prevention. Patients with transient 
ischemic attacks presenting with carotid stenosis >70% can be 
managed surgically, whereas those with less stenosis can be treated 
with platelet antiaggregant therapy. Acute stroke is a medical 
emergency. Thrombolytic therapy with tissue plasminogen activator 
within 3 hours of event onset can significantly improve outcomes in 
selected ischemic stroke patients. Patients with intracerebral 
hemorrhage usually present with acute onset of identifiable neurologic 


deficits. 


Weinberger J. Stroke and TIA: Prevention and management of cerebrovascular events in 
primary care. Geriatrics 2002; 57(Jan):38-43. 


troke is the third leading cause 

of death in the United States 
and is the leading cause of neurologic 
disability. In general, stroke is a disease 
of older persons. The incidence in per- 
sons under age 65 is less than 2 per 
1,000 annually. But the incidence in- 
creases with age for men and women 
respectively: 4.6 and 3.8 per 1,000 for 
ages 65 to 74; 9.4 and 7.4 for ages 75 


Dr. Weinberger is professor, 
department of neurology, The Mount 
Sinai School of Medicine, New York, 
and director, division of neurology, 
North General Hospital, Manhattan, 
New York. Dr. Weinberger has no real 
or apparent conflicts of interest relat- 
ed to the content presented here. 
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to 84.' Persons with a history of tran- 
sient ischemic attacks (TIAs) and atrial 
fibrillation are at increased risk for 
stroke. 

This article reviews the pharmaco- 
logic and surgical approaches for re- 
ducing the risk of stroke and manag- 
ing emergent events. Included are 
discussions of management of atrial 
fibrillation and TIA. The article also 
explores the role of antithrombotic 
therapy in stroke prevention and man- 
agement, and management of acute is- 
chemic stroke—within the 3-hour 
treatment window—with throm- 
bolytic therapy. A brief section on 
hemmorrhagic stroke includes a dis- 
cussion of subarachnoid hemorrhage. 
A table summarizes the management 
considerations and interventions for 


patients at high risk for stroke; subse- 
quent tables summarize antiaggregant 
treatment for stroke prevention and 
management of carotid stenosis. 


Etiology 

Ischemic strokes, caused by occlusion 
of an artery, account for 80 to 85% of 
cerebrovascular events, whereas hem- 
orrhagic strokes, caused by a ruptured 
artery, account for 15 to 20%. 

There are three main causes of is- 
chemic stroke: 

@ atherosclerotic disease of large ex- 
tracranial and intracranial vessels 

@ occlusion of intracranial vessels 
by emboli from a cardiac source (car- 
dioembolic stroke) 

@ and small vessel intracranial oc- 
clusive disease resulting from hyper- 
tension and diabetes. 

To help prevent stroke occurrence, 
the most important contribution the 
internist or family practitioner can 
make is to help older patients modify 
controllable risk factors, particularly 
hypertension, diabetes, and serum 
lipids. The practitioner also should rec- 
ognize when a patient is experiencing 
warning signs of impending stroke or 
TIA and refer patients to a neurologist 
for appropriate management. 

Patients should understand that 
stroke requires emergency medical 
treatment within 3 hours of onset for 





best outcomes. Patients who suspect 
they are having a stroke should call 911 
and proceed directly to a hospital emer- 
gency department, preferably where 
they can be met by their primary care 
physician. Within the 3-hour window, 
a neurologist (preferably a stroke spe- 
cialist) should be consulted immedi- 
ately to help determine whether throm- 
bolytic therapy is appropriate. 


Patient assessment 

All older patients should be evaluated 
for stroke risk factors (table 1). A care- 
ful history and physical examination 
should be performed. In addition to 
hypertension, diabetes, and smoking, 
other significant risk factors for stroke 
include atrial fibrillation, carotid artery 
stenosis, and history of TIA. Patients 
should be asked if they have ever ex- 
perienced warning signs of stroke, such 
as transient weakness of the right face, 
arm and leg; numbness in the ex- 
tremities; slurred speech; or unilateral 
vision loss. 

Assessment also should include: 

@ regular blood pressure checks at 
the time of routine physical examina- 
tion 

@ Auscultation of the neck and chest 
to check for carotid artery bruit and 
heart murmur (suggestive of valvular 
heart disease) 

® electrocardiography, which can 
identify cardiac arrhythmias such as 
atrial fibrillation (a cause of cardio- 
embolic stroke) 

@ serum lipid profiling 

@ questions about smoking history. 


Atrial fibrillation and 
anticoagulation 

Cardiogenic embolization, particularly 
when associated with nonvalvular 
atrial fibrillation, is a significant stroke 
risk factor in older persons. Risk of 
stroke from untreated nonvalvular 


atrial fibrillation is 5% per year in pa- 
tients over age 70.° 

Anticoagulation with warfarin 
(Coumadin) in these patients can re- 
duce stroke risk by 70%, whereas 
platelet antiaggregant therapy using 
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Table 1 Ischemic stroke: Checklist for patient management 


Review risk factors 
Hypertension 
Diabetes 
Poor diet; no exercise 
High serum cholesterol 
Smoking 
Atrial fibrillation 
Carotid stenosis (TIA history) 


Patient assessment 
History and physical exam 


Is patient high-risk? (eg, has one or more of the risk factors above) 
If high-risk, check for TIA history or TIA risk (auscultation, Doppler studies) 


Rule out atrial fibrillation 
Primary prevention 


Patient education regarding stroke symptoms, signs 


Risk-factor management 
Maintain normotension 
Tight glycemic control 
Cholesterol lowering 
Diet modification; exercise 


Antithrombotic therapy (platelet antiaggregant therapy) 


Primary/secondary prevention 


Pharmacologic management of cardiac risk factors 


(eg, atrial fibrillation, post Ml) 


Antithrombotic therapy (platelet antiaggregant therapy, anticoagulation) 


Surgical intervention* 
Endarterectomy 
Stent placement 


* Consider for select patients 


Source: Prepared for Geriatrics by Jesse Weinberger, MD 


aspirin reduces the risk by 20%.* Pa- 
tients under age 70 with atrial fibrilla- 
tion but no other associated heart dis- 
ease can get effective stroke prophylaxis 
with aspirin, 325 mg/d. Stroke pro- 
phylaxis guidelines for patients over 
age 70 who have nonvalvular atrial fib- 
rillation recommend warfarin admin- 
istration that achieves a target INR of 
2.5 (or within the range of 2.0 to 2.9).* 

Patients over age 85 are at greater 
risk for complications of cerebral he- 
morrhage when anticoagulated with 
warfarin, therefore their target INR 
should be kept close to 2.0. In patients 
with atrial fibrillation and mitral 
stenosis and those with mechanical 
cardiac valve replacement, anticoagu- 
lation should achieve a target INR 
range of 3.0 to 3.5.° 


Anticoagulation with warfarin is 
beneficial as stroke prophylaxis dur- 
ing the first 3 months after an MI; it is 
particularly useful in patients with 
large anterior wall infarction and aki- 
netic wall segments.° (For the study 
cited, age was not an independent risk 
factor.) 

Carotid artery bruit. Patients with 
asymptomatic carotid artery stenosis 
can be identified by auscultation of a 
carotid artery bruit near the angle of 
the jaw. Whether management of pa- 
tients with asymptomatic carotid 
artery stenosis should consist of sur- 
gical or medical therapy requires fur- 
ther study. Table 2 summarizes the 
management of patients with carotid 
stenosis. In a controlled trial involving 
asymptomatic patients with >60% 
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Table 2 Stroke prevention in patients with carotid stenosis 


Degree 
Patient 


Asymptomatic (identified 
by carotid artery bruit)** 


History of TIATS 


<60% 
>60% 


0 to 40% 
50 to 69% 


70 to 99% 


TIA: Transient ischemic attack 
* See table 3 


of stenosis 


Treatment 
Antiaggregant therapy” 
Consider endarterectomy 


Antiaggregant therapy” 
Antiaggregant therapy’; 
endarterectomy in 

selected cases 


Endarterectomy (or stenting 
in high-risk patients), 
unless significant 
contraindications exist 


' Stenosis as measured by duplex Doppler sonograph 
+ For patients who meet criteria of Asymptomatic Carotic Atherosclerosis St 
For patients who meet criteria of North American Symptomatic Carotid f 


Trail (NASCET) 


Source: Prepared with data obtained from references 7 an 


stenosis of the carotid, the aggregate 
risk over 5 years for ipsilateral stroke 
and any perioperative stroke or death 
was estimated to be 5.1% for patients 
who underwent carotid endarterec- 
tomy and 11% for patients treated with 
daily aspirin and medical risk factor 
management. 

Patients in whom asymptomatic cer- 
vical bruit is detected can be screened 
noninvasively with duplex Doppler ul- 
trasonography to assess the degree of 
carotid stenosis. Patients with severe 
stenosis (>60%) can be considered for 
surgical management if there are no sig 
nificant medical risks to surgery, such 
as severe coronary artery disease or con- 
gestive heart failure. Patients who have 
moderate stenosis (<60%) or are not 
surgical candidates should receive 
platelet antiaggregant therapy with as- 
pirin, ticlopidine (Ticlid), clopidogrel 
(Plavix), or combination aspirin/dipyri- 
damole (Aggrenox). Diet or statin ther- 
apy is recommended for these patients 


if cholesterol levels exceed 230 mg/dL. 
Table 3 summarizes medical manage- 
ment with antiaggregant therapy. 


Management of TIAs 
Patients who experience TIAs and the 
associated transient symptoms—dif- 
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ficulty with speech, sudden weakness 
or numbness of the extremities, loss of 
balance, visual disturbance in- 


are at 
creased risk for stroke. Without stroke 


yo 


prophylaxis, these patients have a 25 


to 50% chance of experiencing a sub- 
sequent stroke that causes permanent 
neurologic deficits.” Stroke is most 
likely to occur in the first 3 months 
after a TIA.* 

Aspirin. The original study demon 
strating a beneficial effect of aspirin in 
prevention of stroke for patients with 
lA found that a dosage of 650 mg bid 
reduced the stroke rate by 50%. How- 
ever, there was no significant reduction 
in the stroke rate for women in this 
trial.’ This prompted several subsequent 
trials that investigated lower dosages of 


aspirin (50 to 325 mg/d); results from 


these showed beneficial reduction of 


stroke in men and women,"’ although 
to a lesser extent than the original study. 
A comparison of individual aspirin tri- 
als showed that in patients with TIA, a 
higher dose of aspirin (at least 975 
mg/d) is more effective in preventing 
stroke than a lower dose. 

Aspirin/ dipyridamole. The European 
Stroke Prevention Study underscored 
the benefits of combination anti-platelet 
therapy.’ In this trial, the combination 


antiplatelet agent aspirin/ dipyridamole, 
400 mg/d, yielded the same efficacy in 
reduction of stroke as 50 mg/d aspirin; 
in previous trials, aspirin/dipyridamole 
alone showed no beneficial effect in pre- 
venting stroke in TIA patients. Com- 
pared with placebo, aspirin/dipyri- 
damole reduced the rate of stroke by 
37% in patients with a history of stroke 
or TIA. The efficacy of aspirin/dipyri- 
damole has not been compared with a 
higher dosage of aspirin. 

Ticlopidine. The antiplatelet agent 
ticlopidine was developed for patients 
who cannot tolerate the GI side effects 
associated with aspirin. Clinical data 
showed that compared with aspirin, 
1,300 mg/d, ticlopidine, 500 mg/d, pro- 
vided a 12% risk reduction in fatal and 
nonfatal stroke in patients with a his- 
tory of TIA.” Ticlopidine use, however, 
was associated with a significantly 
higher risk of complications (eg, diar- 
rhea, peptic ulceration, gastritis, and 
GI bleeding) than aspirin. The authors 
concluded that ticlopidine was some- 
what more effective than aspirin in pre- 
venting strokes in this population, but 
that the risks of side effects were greater. 

Clopidogrel. The CAPRIE trial showed 
that long-term administration of clopi- 
dogrel, 75 mg/d, a platelet aggregation 
inhibitor similar to ticlopidine, is more 
effective than aspirin in reducing the 
combined risk of ischemic stroke, MI, 
and vascular death in patients with ath- 
erosclerosis.'* Compared with clopi- 
dogrel alone, aspirin, 75 to 325 mg/d, 
and clopidogrel, 75 mg/d produced a 
further reduction of 20% in vascular 
events in patients with acute coronary 
syndromes. 

Clopidogrel, 75 mg/d, is now pre- 
ferred over ticlopidine for treatment 
of patients with TIA who cannot tol- 
erate aspirin or who have recurrent 
vascular events while on aspirin ther- 
apy. Ticlopidine, 250 mg bid, is still an 
effective option, but biweekly labora- 
tory testing must be used for the first 
3 months of administration to rule out 
hematologic and hepatic side effects. 
Ticlopidine administration is associ- 
ated with neutropenia (2% of pa- 





tients), hepatitis (0.4%), and throm- 
bocytopenic purpura (1 case per 1,600 
to 5,000). 

Patients in whom carotid artery 
stenosis is not the cause of TIA should 
undergo transesophageal echocardio- 
graphy to rule out a source of emboli 
from fibrin clots in the heart. Patients 
with TIA who have patent foramen 
ovale, atrial septal aneurysm, or dilated 
cardiomyopathy with a ventricular clot 
must be treated with warfarin rather 
than with platelet antiaggregant ther- 
apy. Platelet antiaggregant therapy is in- 
effective in preventing further fibrin 
clots from forming in the heart, whereas 
warfarin prevents cardioembolic stroke 
in these patients.” When a cerebral is- 
chemic event is not caused by a car- 
dioembolic source, warfarin confers no 
beneficial effect in prevention of stroke 
over aspirin.'* 

Carotid stenosis. Approximately one- 
half of patients with TIA exhibit >50% 
stenosis at the bifurcation of the cervi- 
cal carotid artery. The definitive test for 
measuring the degree of carotid steno- 
sis is catheter angiography, but this pro- 
cedure is associated with a 1% incidence 
of stroke or death in patients with ath- 
erosclerotic or cerebrovascular disease. 

Imaging. Noninvasive imaging of the 
carotid bifurcation can be performed 
with duplex Doppler ultrasonogra- 


phy, magnetic resonance angiography 


(MRA), or CT angiography. Compared 
with catheter angiography, which is 
considered the definitive method for 
identifying the degree of carotid steno- 
sis, duplex Doppler ultrasonography 
and MRA have a 90% accuracy rate. 
Combining the two imaging ap- 
proaches achieves accuracy virtually 
on par with catheter angiography. 
Patients with TIA are usually initially 
examined with duplex Doppler ultra- 
sonography. If results show stenosis 
>70% or if the examiner does not con- 
sider the results to be definitive, MRA 
is performed to confirm the duplex 
Doppler ultrasonography findings." 
MRA cannot be performed on pa- 
tients with pacemakers or who are 
claustrophobic; these patients should 
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Table 3 Antiaggregant therapy for prevention of stroke* 


Agent 

Aspirin 

Ticlopidine (Ticlid) 

Clopidogrel (Plavix) 
Aspirin/dipyridamole (Aggrenox) 


Dosage 

50 mg/d to 650 mg bid 
200 mg bid 

75 mg/d 

25/100 mg bid 


*For patients at risk of stroke and not scheduled for surgical intervention 


Source: Prepared with data 


undergo CT angiography. Although this 
procedure also yields 90% accuracy, the 
process requires injection of a large vol- 
ume of contrast dye, so it may be con- 
traindicated in patients with congestive 
heart failure or renal disease. 


Surgical intervention 
Endarterectomy. Patients with carotid 
stenosis >70% may benefit from carotid 
endarterectomy. At centers where the 
complication rate for endarterectomy 
is <2%, the intervention can reduce the 
risk of subsequent stroke from 25 to 5% 
in patients on aspirin therapy.’° 

Patients exhibiting <50% carotid 
stenosis do not benefit from carotid 
endarterectomy and instead should be 
on medical therapy with aspirin, clopi- 
dogrel, or aspirin/dipyridamole. Some 
patients exhibiting carotid stenosis be- 
tween 50 to 70% may benefit from en- 
darterectomy rather than medical ther- 
apy; they should be referred to a stroke 
neurology consultant. 

Stent placement. For older patients 
who are not endarterectomy candi- 
dates, carotid artery stent placement 
is an option. The risk of stroke during 


the procedure is similar to that of 


carotid endarterectomy (2 to 8% de- 
pending on the center), but the sys- 
temic complications are reduced. 


Management of acute 
ischemic stroke 

An acute ischemic stroke is a medical 
emergency, and patients need imme- 
diate attention. When possible, the pri- 
mary care physician should collaborate 
with the stroke team on emergency in- 
tervention. Acute medical care includes 
stabilizing a patient’s cardiopulmonary 


obtained from references 3, 9, 10, 12, 13 


status and determining whether the 
stroke was accompanied by an acute 
MI or respiratory distress. 

Blood pressure should be carefully 
monitored. If the patient is hypoten- 
sive, raising the blood pressure may 
improve the condition. In general, hy- 
pertension associated with acute stroke 
is not treated so that perfusion to the 
ischemic area will not be reduced un- 
less the mean arterial pressure is >140 
mm Hg. Even in this scenario, blood 
pressure is reduced gradually, usually 
with low doses of IV labetalol HCl 
(Normodyne). Acute reduction of the 
blood pressure can worsen the neuro- 
logic symptoms."® 

Patient assessment. CT should be 
among the first tests performed on pa- 
tients suspected of having a stroke. Re- 
sults will rule out a hemorrhagic event 
or reveal early signs of permanent in- 
farction, which can increase the risk of 
hemorrhagic complications. 

The stroke neurologist should use 
the NIH Stroke Scale to quantify the 
severity of the event. Patients in good 
condition (a score <5) will not bene- 
fit from thrombolytic therapy; patients 
with severe strokes (a score of >25) are 
at high risk for hemorrhagic compli- 
cations and should not receive throm- 
bolytic therapy. Thrombolytic therapy 
is used only in patients with no hem- 
orrhage or signs of early infarction on 
the initial CT performed within 3 
hours of the event. 

tPA. Thrombolytic therapy with tis- 
(tPA) 
should be administered to patients 
with acute ischemic stroke who are 
medically stable and can be treated 
within 3 hours of stroke onset. Throm- 


sue plasminogen activator 
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bolytic intervention improves the pa- 
tient’s likelihood of returning to ex- 
cellent status 3 months after the event 
(21% for untreated patients, 31% for 
treated patients).'? Moreover, age is not 
a limiting factor for administration of 
tPA. The risk of death from tPA-in- 
duced hemorrhage is 3%, but the in- 
tervention has not been shown to in- 
crease overall mortality. Hemorrhagic 
complications were higher in patients 
over age 85, but the rate was not sta- 
tistically significant. '° 

Tissue plasminogen activator must be 
used judiciously and precisely to avoid 
hemorrhagic complications and death. 
This requires consultation with the 
stroke neurologist. Tissue plasminogen 
activator can be administered if: 

@ prothrombin time, partial throm- 
boplastin time, and platelet count are 
not elevated 

@ the patient has no history of recent 
surgery or any other iliness that could 
result in significant systemic bleeding. 

If all criteria are met, IV tPA is ad- 
ministered at a rate of 0.9 mg/kg over 
1 hour with 10% given as an initial 
bolus. Thrombolytic therapy can also 
be administered intra-arterially, in- 
creasing the therapeutic window to 6 
hours, although not without the risk 
of hemorrhagic complications. 

Patients who arrive after the 3-hour 
window should be evaluated to deter- 
mine the etiology of the ischemic 
stroke. Patients who have experienced 
a stroke and have known cardioem- 
bolic sources—particularly atrial fib- 
rillation—are at risk for recurrent 
stroke within 7 days of the initial event 
and should undergo prophylactic anti- 
coagulation. 


Anticoagulation 

To avoid hemorrhage into the area of 
infarction, anticoagulation is not ini- 
tiated until 48 hours after stroke onset. 
Initial treatment consists of adminis- 
tration of heparin with a target PTT 
of 50 to 70 (a bolus is not given). Al- 
ternatively, low-molecular weight he- 
parin (enoxaparin [Lovenox]), 1 
mg/kg, can be administered subcuta- 
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neously. Parenteral anticoagulation 
with oral warfarin therapy is main- 
tained until a therapeutic INR of 2.0 
to 3.0 has been achieved. In patients 
with massive infarction and edema, 
anticoagulation may be deferred until 
the edema resolves.'® 
Anticoagulation is effective in only 
a select group of ischemic stroke pa- 
tients and should be used with care in 
older persons. Anticoagulation is nec- 
essary to prevent recurrent cardioem- 
bolic stroke from intracardiac fibrin 
thrombus due to atrial fibrillation, 
patent foramen ovale, dilated car- 
diomyopathy, or valvular heart disease. 
Anticoagulation may also provide 
some benefit for patients with large 
vessel occlusive disease (eg, carotid or 
basilar artery occlusion) who are hav- 
ing progressive symptoms.”° 
Ischemic stroke patients not under- 
going anticoagulation should receive 
acute platelet antiaggregant therapy 
with aspirin, which improves outcomes 
by 1%.?! Given that 500,000 strokes 
occur annually in the United States, this 
is not insignificant improvement. Com- 
bining a bolus of clopidogrel, 75 mg, 
with aspirin, 81 or 325 mg, is 20% 
more effective than clopidogrel alone 
in preventing ischemic events in pa- 
tients with unstable angina and may 
also be more beneficial in improving 
outcomes in stroke patients.” 


Management of hemorrhagic 
stroke 

Patients with intracerebral hemorrhage 
usually present with acute onset of 
neurologic deficits including: 

@ weakness of one side of the body 
associated with severe headache 

@ progressive depression of the level 
of consciousness. 

Cerebral hemorrhage in the deep 
structures of the brain—caused by hy- 
pertension—is more common in 
younger patients; lobar hemorrhage in 
the cortex—caused by amyloid an- 
giopathy—is more common in older 
adults. 

Swift achievement of normotension 
(and avoidance of hypotension) should 


be the goal for patients who present 
with elevated blood pressure. If CT re- 
sults reveal increased intracranial pres- 
sure or massive shift of brain struc- 
tures, the patient should be treated 
with IV mannitol, 100 grams, admin- 
stered over | hour. If the patient needs 
ventilatory assistance, mechanical hy- 
perventilation should be used. 

Steroid medications have not been 
proven to be effective in intracerebral 
hemorrhage. Surgical removal of in- 
tracerebral hematomas has not been 
beneficial except in the case of cere- 
bellar hemorrhage. 

Patients presenting with acute ver- 
tigo, headache, and imbalance with 
progressive lethargy should be evalu- 
ated immediately with CT to rule out 
cerebellar hemorrhage. In patients with 
lobar hemorrhage, brain MRI should 
be performed to rule out an underly- 
ing tumor, arteriovenous malforma- 
tion, or cavernous angioma.'® 

Subarachnoid hemorrhage (SAH) 
occurs when there is rupture of a sac- 
cular aneurysm at branch points in the 
circle of Willis or as result of arterio-ve- 
nous malformations. Patients present 
with severe headache and varying de- 
grees of altered mental status or focal 
neurologic deficit. CT of the brain is 
performed to document the hemor- 
rhage. If SAH is strongly suspected, 
lumbar puncture is performed if CT re- 
sults are negative. Patients are treated 
with nimodipine (Nimotop), 60 mg, 
every 4 hours orally or by feeding tube.” 

Patients are graded by the Hunt-Hess 
scale to determine their clinical condi- 
tion. Patients with headache alone who 
are awake and alert are considered grade 
I. Patients with mild drowsiness or con- 
fusion or minimal focal deficits such as 
hemiparesis are grade II. Grade I and II 
patients can be considered for neuro- 
surgical management to clip the 
aneurysm and prevent rebleeding. 
Grade III to V patients have increasing 
degrees of alteration of state of con- 
sciousness or focal deficit. These patients 
have poor outcomes with surgical man- 
agement, and surgery is usually deferred 
unless their clinical condition improves. 





Cerebral angiography should be 
performed to document the source of 
the bleeding. If an aneurysm is iden- 
tified, surgical therapy within 24 hours 
after onset provides the most effective 
prevention of rebleeding without en- 
countering ischemic consequences of 
vasospasm. After 24 hours, the risk for 
complications associated with surgery 
increases, and it is usually better to 
manage the patient conservatively for 
14 days prior to surgical clipping of 
the aneurysm.” 


Conclusion 

Modification of controllable risk fac- 
tors plays a significant role in reduc- 
ing the risk of stroke. Physicians should 
work closely with patients to help pre- 
cipitate behavioral and lifestyle changes 
and to encourage the use of appropri- 
ate pharmacologic therapies. Anti- 
thrombotic therapy should be used to 
reduce stroke risk in patients with 
atrial fibrillation and history of TIA. 
Patients with a history of TIA should 
undergo assessment for carotid steno- 
sis and be considered for platelet anti- 
aggregant and surgical therapy. 

Swift intervention for acute ischemic 
stroke significantly improves post-stroke 
prognosis. Thrombolytic therapy with 
tPA must occur within 3 hours of event 
onset, although intra-arterial adminis- 
tration can increase the intervention 
window to 6 hours. Patients who have 
experienced a stroke and have known 
cardioembolic sources must be carefully 
managed to prevent recurrent stroke. 
Patient education also should be in- 
cluded in stroke prevention efforts. @ 
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1. Approximately one-half of patients with TIA exhibit what 5. Cardiogenic embolization, particularly when associated 
percentage of stenosis at the bifurcation of the cervical with nonvalvular atrial fibrillation, is a significant stroke 
carotid artery. risk factor in older persons 

a. <50 a. True b. False 
b. >50 rey Nati 
. Patients under age 70 with atrial fibrillation but no other 

c. <40 ssociated heart disease can get effective stroke pro- 
d. >40 phylaxis with daily intake of: 

Patients with carotid stenosis of what percentage may a. warfarin 

benefit from carotid endarterectomy. b. aspirin 

]) a. >40 c. vitamins 


b. >50 d. tissue plasminogen activator (tPA) 
c. >60 


Thrombolytic therapy with tPA should be administered to 
d. >70 


patients with acute ischemic stroke who are medically 
; ; stable and can be treated within how many hours of 
Medical therapy for stroke prevention involves which of stroke onset: 
the following: 5 
a. ticlopidine 
b. clopidogrel s 
c. aspirin . 
d. all of the above 


woh oO Dd 


ae ee tid art ' To avoid hemorrhage into the area of infarction, antico- 
atients in whom carotid artery stenosis Is not the agulation is not initiated until how many hours after is- 
cause of TIA should undergo transesophageal echocar- chemic stroke onset: 
diography to rule out a source of: cage 
a. emboli from fibrin clots in the heart va 
b 
b. emboli at angle of the jaw 
é : i, c 
c. emboli from fibrin clots in the lungs 
d 


d 
. none of the above 


In addition to the exam questions, answer the following evaulation questions: (1=strongly agree, 6=strongly disagree) 


1. The information presented in this article was useful. 2. The information presented was fair, objective, and balanced. 


1 2 3 4 5 6 1 2 3 4 5 6 
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THE PSYCHIATRIC CONSULTANT 


Broadening the focus on intervention 


Gene D. Cohen, MD, PhD, Series Editor 


Geriatrics is pleased to wel- 
come Gene D. Cohen, MD, PhD, 
as “The Psychiatric Consultant” 
series editor for 2002. He is 
the author of more than 150 
publications in the field of 
aging, including a book for the 
general public, “The Creative 
Age: Awakening Human Poten- 
tial in the Second Half of Life,” 
published in 2000 by Harper 
Collins/Avon Books. He was 
the primary investigator of a 
25-year longitudinal study of ill 
older adults that evaluated 
problems ranging from depres- 
sion and dementia to living in- 
dependently in the community. 
During 1991-93, Dr. Cohen 
served as acting director of the 
National Institute on Aging. In 
this first article, he discusses 
his goals for the series and 
highlights some of the topics 
planned for this year. 


www.geri.com 


uring 2002, “The Psychiatric Con- 
sultant” column will broaden its 
focus on mental health and aging. In ad- 
dition to presenting case examples on the 
treatment of mental illness in older pa- 





tients, important aspects of promoting 
mental health in late life will be addressed. 
Interventions examined will include be- 
havioral and psychosocial approaches as 
well as use of psychotropic medications. 

In considering health and illness, it is 
important to recognize that the treatment 
issue is often not a health versus illness 
debate about where to clinically concen- 
trate effort. Rather, many clinical situa- 
tions provide opportunities to develop 
intervention plans that simultaneously 
address illness and health. Sometimes, 
the influence of mental health on physi- 
cal health, and vice versa, is at work. In 
other cases, mental health and mental ill- 
ness considerations coexist. 

During the course of Alzheimer’s dis- 
ease, for example, patients experience a 
range of behavioral disturbances, such as 
agitation and wandering, as well as de- 
pression and delusions. Although phar- 
macologic interventions are available to 
alleviate these problems, nonpharmaco- 
logic approaches can be taken to struc- 


Dr. Cohen, a geriatric psychiatrist, 
is director of the Center on Aging, 
Health, & Humanities at George 
Washington University, Washington, 
DC, where he is professor of health 
care sciences and professor of psy- 
chiatry and behavioral sciences. 





ture patients’ time and tap into their 
residual strengths, which in turn improves 
coping, decreases suffering, and enhances 
the dignity with which the patient and 
family traverse the course of this dread 
disease. 

Next month's column will present a case 
example that sets the stage for a discus- 
sion of comprehensive treatment planning 
for Alzheimer’s 
disease, includ- 
ing the roles of 
clinicians, fam- 
ily, and commu- 
nity services. Im- 
portant online 
and toll-free re- 
sources will be 
included. The 
March column pr. Cohen 
will build on this 





broad perspective, presenting a case ex- 
ample in which an innovative intergener- 
ational approach is used to improve the 
quality of life of a patient and family deal- 
ing with Alzheimer’s disease. 


The social portfolio 

Meanwhile, what can physicians do about 
patients who come to the office con- 
cerned that, although their minds are 
functioning fine, their memories are not 
as sharp as they used to be? This question 
is not new to clinicians. Documentation 
from 1800 BC describes therapies made 
from internal organs of young animals 
to enhance the functioning of the aging 
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brain, body, and libido.' Similar 
promises for enhancing this age-old 
triad continue today, with a focus on 
hormones and alternative substances. 
Patients may ask about ginkgo biloba, 
DHEA, or other substances. The au- 
thor of “The Definitive Book on 
DHEA” claims that DHEA will help 
you “grow younger .. . revitalize your 
sex life... enhance memory.”* Up- 
coming articles in this column will dis- 
cuss alternative approaches to mild 
memory and intellectual decline with 
aging. 

Even in the absence of mild mental 
decline, there is a growing interest in 
what can be done to preserve mental 


understand how 
patients might 


recover and cope 


functioning in later life and what 
strategies can be taken to prepare in- 
dividuals for major transitions such as 
retirement. Most attention on retire- 
ment involves advice about economic 
security and obtaining good insurance 
coverage, with considerable emphasis 
on building a sound financial portfo- 
lio. Too little attention has been paid 
to developing a sound social portfo- 
lio. This issue deserves serious atten- 
tion, not just in terms of its implica- 
tions for quality of life, but also for 
health and longevity. 

Glass et al illustrated the impact of 
socializing on health and longevity by 
comparing older persons involved in 
social and productive activities (ie, 
going to church, movies, restaurants, 
sporting events, as well as playing 
cards, participating in social groups, 
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gardening, preparing meals, and vol- 
unteering) with those involved in phys- 
ical fitness activities (ie, active sports, 
swimming, walking, or other physical 
exercise).? The point of the study was 
not to determine which type of activ- 
ity provided more health benefits but 
to understand the underrecognized 
powerful and positive effects of social 
involvement and activity in late life. 
The researchers found that “social and 
productive activities that involve little 
or no enhancement of fitness lower the 
risk of all-cause mortality as much as 
fitness activities do. This suggests that 
in addition to increased cardiopul- 
monary fitness, [social or productive] 
activity may confer survival benefits 
through psychosocial pathways. Social 
and productive activities that require 
less physical exertion may complement 
exercise programmes and may consti- 
tute alternative intervention for elderly 
people.”’ Additional articles in this col- 
umn will revisit this idea and focus on 
retirement planning in terms of de- 
veloping a social portfolio for pro- 
moting mental health with aging. 


importance of hope 

Related to this awareness of social and 
productive potential is the role hope 
plays in late life. Norman Cousins 
pointed out that “the human body ex- 
periences a powerful gravitational pull 
in the direction of hope. That is why 
the patient’s hopes are the physician’s 
secret weapon. They are the hidden in- 
gredients in any prescription.”* Hope 
becomes particularly important in the 
clinical setting when illness causes sig- 
nificant adversity in late life. 

It is important from a mental health 
perspective to understand how patients 
might recover and cope when con- 
fronted with major mental or general 
medical disorders. Consider these ex- 
amples of how older adults have 
learned to cope despite illness: 

@ William Carlos Williams was a 
poet and physician who practiced 
medicine into his 60s. He suffered a 
stroke at age 69 and was subsequently 
hospitalized for 1 year with depression. 


A decade later he published a book of 
poetry, “Pictures from Brueghel,” for 
which he was awarded a Pulitzer Prize. 

© Composer George Friederic Han- 
del suffered a stroke at age 55 but went 
on to compose his great work, “Mes- 
siah,” 5 years later. 

@ Grandma Moses lost her husband 
at age 67 and, in dealing with that loss, 
took up embroidery. Arthritis forced 
her to give up stitching 11 years later, 
but she discovered that she could paint 
despite her arthritic ailment. She began 
painting and eventually displayed her 
work in 15 international shows. She 
completed her last painting, “Rain- 
bow,” at age 101. 

Later in this series, we will revisit the 
topic of potential in older adults and 
its clinical relevance. From these arti- 
cles, you will learn to impart to your 
patients the lesson William Carlos 
Williams wrote about from personal 
experience—old age can add as it takes 
away.” e 
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Increased risk of CVD associated with high-normal BP 


Vasan RS, Larson MG, Leip EP et al. Impact of 
high-normal blood pressure on the risk of 
cardiovascular disease. N Eng! J Med 2001; 
345(Nov. 1):1291-7. 


Patients with blood pressure (BP) at 
the high end of normal (130 to 139/85 
to 89 mm Hg) may have an increased 
risk of developing cardiovascular dis- 
ease, according to an analysis of data 
from the Framingham Heart Study. 

Researchers conducted the study to 
investigate the relationship between 
cardiovascular disease and high-nor- 
mal BP because information in this 
area is limited. They included 6,859 
subjects (mean age 50) who did not 
have hypertension or prevalent car- 
diovascular disease at baseline. Sub- 
jects were classified into one of three 
categories based on their baseline BP 
measurements: 

@ optimal BP (systolic BP <120 mm 
Hg and diastolic BP <80 mm Hg) 

@ normal (systolic BP 120 to 129 
mm Hg or diastolic BP 80 to 84 mm 
Hg) 

@ high-normal (systolic BP 130 to 
139 mm Hg or diastolic BP 85 to 89 
mm Hg). 

If a patient’s systolic and diastolic 
blood pressure readings belonged to 
two different categories, the higher 
reading was used to assign the patient 
to a category. 

Primary outcome measures during 
12-year follow-up were time to occur- 
rence of MI, stroke, congestive heart 
failure (CHF), or death resulting from 
cardiovascular disease. 

At baseline, one-quarter of the sub- 
jects had high-normal BP, one-third 
had normal BP, and the rest had opti- 
mal BP. More women than men had 
optimal (1,875 versus 1,005) and nor- 
mal BP (1,126 versus 1,059), whereas 
more men than women had high-nor- 
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Figure. Cumulative incidence of cardiovascular events in women and men 
(mean age 50) without hypertension, according to blood-pressure category at 
the base-line examination. Vertical bars indicate 95% confidence intervals. 


Source: N Engl J Med 2001; 345(Nov. 1 
Society. All rights reserved. Used with 


mal BP (903 versus 891). Subjects with 
high-normal BP were older, had higher 
serum cholesterol levels, and had a 
higher body-mass index compared 
with those who had optimal BP. 
During follow-up, 397 of the 6,859 
subjects experienced a first cardiovas- 
cular event, including 190 MIs, 85 
strokes, 50 cases of CHE, and 72 deaths 
from cardiovascular disease. Rates of 
cardiovascular events increased with 
increasing blood pressure (figure). 
Compared with optimal BP, high-nor- 
mal BP was associated with a hazard 
ratio (HR) for cardiovascular disease 
of 2.5 for women and 1.6 for men. 


1295. Copyright © 2001 Massachusetts Medical 
permission. 


Normal BP was associated with an HR 
of 1.5 for women and 1.3 for men 
when compared with optimal BP. 

Among those age 35 to 64 with high- 
normal BP, the 10-year cumulative in- 
cidence of cardiovascular disease was 
4% for women and 8% for men. 
Among those age 65 to 90 with high- 
normal BP, the 10-year cumulative in- 
cidence of cardiovascular disease was 
18% for women and 25% for men. 

The authors said additional research 
should be conducted to determine 
whether lowering high-normal BP 
would be beneficial for patients at high 
risk for cardiovascular disease. 


continued 
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ABSTRACTS 


BP medication may 
provide added benefit- 
preventing diabetes 


Yusuf S, Gerstein H, Hoogwerf B, et al. Ramipril 
and the development of diabetes. JAMA 2001; 
286(Oct. 17): 1882-5. 


The angiotensin-converting enzyme 
(ACE) inhibitor ramipril appears to 
reduce the risk of developing diabetes 
in high-risk patients, according to in- 
vestigators from the Heart Outcomes 
Prevention Evaluation (HOPE) trial. 

Previous studies have shown bene- 
fits of ACE inhibitors over beta block- 
ers and diuretics for lowering levels of 
hemoglobin A,. (HbA, .) and decreas- 
ing the risk of developing diabetes. The 
researchers evaluated a subgroup of 
patients from the HOPE study to in- 
vestigate the effectiveness of ramipril 
in preventing diabetes among high- 
risk patients. 

The subgroup included 5,720 pa- 
tients (age 55 and older) who had no 
evidence of left ventricular dysfunc- 
tion, heart failure, or diabetes but had 
vascular disease and one other cardio- 
vascular risk factor. They were ran- 
domized to receive ramipril, up to 10 
mg/d (2,837 patients), or placebo 
(2,883 patients). The primary outcome 
measure was a self-reported new di- 
agnosis of diabetes during the mean 
4.5 year follow-up. HbA,_ levels and 
medication use were recorded for those 
diagnosed with diabetes. HbA, . values 
>110% of the upper limit of normal 
were considered a biochemical confir- 
mation of diabetes. 

By the end of the study, 102 subjects 
(3.6%) in the ramipril group reported 
a new diagnosis of diabetes compared 
with 155 subjects (5.4%) in the placebo 
group (relative risk [RR] 0.66). Com- 
pared with placebo, the RR in the 
ramipril group for having a new diag- 
nosis of diabetes and an HbA, >110% 
was 0.60, for initiation of glucose-low- 
ering therapy it was 0.56, and for both 
it was 0.51. 

The authors said that although 
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ramipril appears to reduce the risk of 
a new diagnosis of diabetes in high- 
risk patients, their results require con- 
firmation because the findings could 
have significant clinical and public 
health implications. Therefore, they 
are initiating a large prospective trial 
to evaluate whether ramipril can pre- 
vent diabetes in patients with impaired 
glucose tolerance. 


Low ankle-brachial index 
may be a risk factor for 
stroke in older patients 


Abbott RD, Rodriguez BL, Petrovitch H, et a 
Ankle-brachial blood pressure in elder 

the risk of stroke: The Honolulu Heart Pr 
Clin Epidemiol 2001; 54(Oct.):973-8 


A low ankle-brachial blood pressure 
index (ABI) is associated with an in- 
creased risk of stroke in older patients, 
according to researchers from Hawaii. 
They said although low ABI (<0.9) has 
been shown to be a risk factor for total 
mortality, cardiovascular mortality, car- 
diovascular disease, peripheral artery 
disease, and heart failure, a relationship 
between low ABI and stroke risk in 
older persons has not been identified. 

To determine this relationship, re- 
searchers evaluated data from 2,767 
men of Japanese ancestry participat- 
ing in the Honolulu Heart Program. 
The men received complete physical 
examinations when they entered the 
study between 1965 and 1968 at ages 
45 to 68. ABI measurements were 
taken for the first time during repeat 
examinations given between 1991 and 
1993 when they were age 71 to 93. For 
these follow-ups, men were excluded 
from the study if they had a diagnosis 
of stroke or coronary heart disease or 
if they had undergone vascular surgery 
of the abdomen or lower extremities. 
Subjects were followed for 3 to 6 years 
for fatal or nonfatal thromboembolic 
and hemorrhagic stroke. 

ABI was determined using systolic 
blood pressure measurements taken 
from the right arm and each ankle. The 


means of the two measurements were 
used to calculate the ABI as a ratio of 
the ankle measurement divided by the 
arm measurement. Researchers used 
the minimum of the two values as the 
ABI. They compared men with ABI 
<0.9 and men with ABI 20.9. 

Researchers found that 322 men 
(11.6%) had an ABI <0.9. Overall, 
6.0% of men with an ABI <0.9 had a 
stroke versus 2.9% of men with an ABI 
20.9 (p<0.01). Thromboembolic 
events occurred in 4.6% of men with 
an ABI <0.9 and in 2.0% of men with 
an ABI 20.9 (p<0.01). Although not 
statistically significant, hemorrhagic 
stroke occurred in 1.9% of men with 
an ABI <0.9 compared with 0.8% of 
men with an ABI 20.9. 

The authors conclude that if other 
studies can confirm their findings, 
measurement of ABI in the primary 
are setting may be important for as- 

sing stroke risk in older adults. @ 
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MEDICARE MATTERS 


Don’t overcharge patients for routine venipuncture 


Don Self 


Question 

As a physician, which code should | use 
when | perform a blood draw? Is G0001 the 
only code | can use for Medicare patients? 
Is there a code that provides additional 
reimbursement? 


Code 36410 is used for venipuncture 
that requires the skills of a physician 
(eg, patient with collapsed veins), 
and it generally pays about four 
times higher than the reimburse- 
ment for code G0001. Do not use 
this code for simple blood draws, 
however, because these procedures 
can be performed by other health 
professionals and do not require the 
skills of a physician. If you must use 
the higher-level code, your docu- 
mentation or progress notes should 
explain and support the medical 
necessity for using code 36410 
instead of G0001. Using the higher- 
level code too often could get you 
into trouble with Medicare. 

Another reader wants to know 
why Medicare denies claims for fin- 
ger sticks and venipuncture blood 
draws when code 36415 is listed on 
the claim form. The answer is that 
Medicare never pays for finger sticks, 
heel sticks, or code 36415. Medicare 
only reimburses for the venipuncture 
codes mentioned above. 


Question 

| learned at a recent seminar to collect 
copayments from patients prior to showing 
them into examination rooms. Can this pol- 
icy apply to Medicare patients? If so, do | 
collect a flat rate and then refund the dif- 
ference after the visit? 


Medicare copays are 20% of the 
amount Medicare allows doctors to 
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charge for individual services. 
Because you do not know before the 
visit which service the physician will 
perform, you cannot collect the 
copayment from a Medicare patient 
until after the visit. For non- 
Medicare patients, however, you 
should collect copayments before 
showing them into exam rooms. 


Question 

A billing consultant told me that | can bill 
for a consultation and an office visit on the 
same day for the same patient if | address 
two different problems during the visit. Is 
that true? 


No. If you only provide one evalua- 
tion and management (E&M) ser- 
vice, you cannot divide it into two 
different E&M charges. It is consid- 
ered fraudulent billing. 


Question 

if | perform a consultation on a patient who 
is under observation, which place-of-ser- 
vice code should | use on the claim form? 
The patient is neither an inpatient nor an 
outpatient. 


Patients who are under observation 
are considered outpatients because 
they have not been admitted to the 
hospital under “inpatient” status. The 
correct place-of-service code is 22. 


Question 

| was told that if a patient has been seen in 
my practice within the last 3 years, | can- 
not treat him as a new patient or perform a 
consult, even if he was referred to me by 
another doctor. Is that true? 


Not entirely. It is true that the patient 
is not considered a new patient if 


you had a face-to-face encounter 
with him in the last 3 years. Patient 
consults, however, are not limited by 
this 3-year rule and are not depen- 
dent on the new or established status 
of the patient. You can perform a 
consult on a patient today and per- 
form one on the same patient at the 
request of another physician next 
week. @ 


Send Medicare-related questions to 
Don Self c/o Geriatrics, 7500 Old 
Oak Bivd., Cleveland, OH 44130 
(toll-free fax 800-788-7188, 

e-mail donseif@donself.com). All 
questions will receive a personal 
answer, and some will be published. 
No fee is charged for single 
questions; a consultation fee may 
be charged for multiple questions. 
Access to related information 

is available on the web at: 
http://www.donself.com/doc.html. 
The information in this column is 
designed to be authoritative. 

The publisher is not engaged in 
rendering medical or legal advice. 
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